Emergency tracheal intubation through intubating laryngeal mask airway in patients with stereotactic frame in situ
Sir, Stereotactic radiosurgery is a major advance in the treatment of intracranial lesions. Stereotactic surgery is performed with patients fully awake or with minimal sedation. However, the stereotactic frame used for neurosurgical procedures interferes with access to the airway and limits neck mobility. The presence of frame poses significant difficulty for airway interventions such as conventional mask ventilation, laryngoscopy, and tracheal intubation. Fibreoptic bronchoscopy and laryngeal mask airway (LMA) are suitable for emergency airway access, but an intubating laryngeal mask airway (ILMA) might be suitable for emergency airway management in those patients who need endotracheal intubation. [1] We report management of two patients who underwent stereotactic guided biopsies of a thalamic lesion and brainstem lesion, respectively, and who developed respiratory depression and sudden deterioration in consciousness under monitored anaesthesia care. Immediate intubation was accomplished with a size #4 ILMA inserted from a position anterior to the patient without disturbing the stereotactic frame in both patients. The endotracheal tube easily placed through the ILMA in the first patient while the stereotactic frame needed to be released in the second. In both patients, the airway was secured to prevent aspiration and for the possibility of prolonged postoperative ventilation related to intraoperative events.
The applications of stereotactic surgery are increasing. Except for the paediatric patient population, general anaesthesia is not usually required for the stereotactic procedures. Sedation is provided to improve patient comfort and to decrease extreme blood pressure swings during frame placement. The intraoperative anaesthetic complications during stereotactic surgery include depressed consciousness, impaired respiration, and airway obstruction requiring emergency airway management.
Tracheal intubation can be challenging with the placement of a stereotactic frame for many reasons. These patients have intracranial disease and might be particularly sensitive to hypoxia or severe hypercapnia as a complication of airway obstruction in the presence of the stereotactic device, stabilising the neck and head to ensure a patent airway might be difficult.
Fibreoptic bronchoscopy has been recommended for tracheal intubation in these patients, but considerable intubation experience is required to perform fibreoptic in an emergency. Flexible fibreoptic bronchoscopes are expensive and might not be readily available. Therefore, it is prudent to have alternative management techniques. Intubation techniques using a light wand or gum elastic bougie might allow easy passage of the tube without direct visualisation of the glottis, but not without complications. [2] A supraglottic airway device for airway management and an Allen wrench for removal of the crossbar must be immediately available if intubation proves unsuccessful.
Placement of the ILMA and subsequent intubation are blind techniques, and placement is not affected by heavy secretions or blood, which might impair fibreoptic techniques. Moreover, the ILMA allows for ventilation and oxygenation during tracheal intubation attempts. It can be used in patients with a difficult airway, [3] and can facilitate blind tracheal intubation when fibreoptic intubation is unsuccessful. [4] Fukutome et al., [5] found that tracheal intubation through the ILMA was successful in 93% of patients with a difficult airway. The advantage of the ILMA in stereotactic surgery is that ventilation and intubation might be accomplished without disturbing the frame. Failure to intubate through the ILMA can be overcome by fibreoptic-guided intubation, failing which release of the stereotactic frame might be required. 
Cardiac arrest from tramadol and fentanyl combination
Sir,
Tramadol is a centrally acting atypical opioid analgesic commonly used in the treatment of moderate to severe pain. It has a low affinity to µ opioid receptors and also inhibits the reuptake of serotonin and norepinephrine. Fentanyl is a potent, synthetic opioid with a rapid onset of action and strong affinity to µ receptor. Both the drugs are considered to have a high safety profile and used widely in anaesthesia. Fentanyl and tramadol impair presynaptic reuptake of serotonin and in combination with other serotonergic medications can cause serotonin syndrome. We report a case where premedication with the two drugs in therapeutic doses led to serotonin syndrome with severe life-threatening cardiac arrhythmia.
A 43-year-old male American Society of Anaesthesiologists physical status1 patient, with radicular pain was scheduled for C5-6 anterior cervical discectomy. He was on gabapentin 150 mg tid and ibuprofen 200 mg bid for pain relief since 1 month. Preanaesthetic evaluation had been insignificant, and and so was the examination prior to shifting into the theatre. After connecting standard monitors and preoxygenation, intravenous (i.v.) fentanyl 50 µg (0.83 µg/kg, in dilution of 1 ml = 50 µg) was administered. Patient was agitating, and pain was thought to be the cause of his agitation. For the fear of developing chest wall, rigidity another agent was considered instead of higher doses of fentanyl. I.v. tramadol 75 mg (1.25 mg/kg, in dilution of 1 ml = 20 mg) was administered slowly over 2-3 min. Immediately a supraventricular rhythm (SVT) with a rate of 180/min and ventricular ectopics were noted on the monitor. It soon deteriorated to ventricular tachycardia (VT) and then into ventricular fibrillation (VF).
Cardiopulmonary resuscitation (CPR) was initiated, and airway was secured with endotracheal intubation. Defibrillation with biphasic mode (200 J) was administered thrice during the CPR cycle without sustained sinus rhythm. Injection amiodarone 300 mg bolus was administered after 3 rd shock after which sustained sinus rhythm was achieved. After initiating maintenance amiodarone infusion (0.5 mg/kg/h for 24 h) and vasoactive support (noradrenaline and adrenaline infusion at 20 mcg/min) patient was shifted to the intensive care unit (ICU).
In the ICU, ventilation was continued for a day with midazolam and morphine for sedation and analgesia. A bedside echocardiogram revealed a good cardiac contractility and output. Induced hypothermia at 34°C was maintained for the day. The next day vasoactive drugs were weaned off, and the patient was awake and successfully extubated. Amiodarone was changed to oral mode of administration and patient was discharged to the ward on 2 nd day.
The combination of tramadol and fentanyl for premedication is seldom used. The combination has improved tolerance for awake endotracheal intubation [1] and has reduced the incidence of supraventricular arrhythmia in patients undergoing pulmonary resection. [2] Fentanyl associated fatalities have been primarily due to respiratory depression as even low concentrations lead to it. [3] Life-threatening central nervous system (CNS)
